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ABSTRACT

Diabetes Mellitus is the major public health problems in developing nations like Nepal.
The objective of this study was to find out total number of Diabetes Mellitus cases in
BPKIHS from 2012 to 2016 AD and to know the duration for which cases were admitted
and improvement seen in them. This study was conducted in B. P. Koirala Institute of
Health Sciences, Dharan, Nepal. The secondary data of Diabetes Mellitus was collected

from the Medical Record Section of BPKIHS and analyzed. One thousand one hundred
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seventy six cases of Diabetes Mellitus were enrolled. Most of the cases were from
Sunsari (43.1%), Morang (16%) and Jhapa (12.1%) District respectively. Most of the
patients (74.7%) were admitted in Medicine wards. Almost 95.4% of admitted Diabetes
Mellitus cases were improved in BPKIHS. The problem of Diabetes Mellitus is common

Nepal. and has become a key public health concern for all.

Introduction

Approximately 387 million people are living with
diabetes worldwide with an estimated prevalence of 8.3% in
2014 and is predicted to increase to 10% by 2030 ™. Diabetes
caused 4.9 million deaths in 2014, costing 612 billion dollars
in health care ™. More than 80% of diabetes deaths are
reported in low- and middle-income countries (LMICs) 2. A
systematic review carried out in 2012 confirmed a rapid
increase in prevalence over the last two decades in the South
Asian region ¥,

Nepal is passing through a phase of epidemiological
transition from a higher prevalence of communicable diseases
to that of non-communicable diseases (NCDs) and is
currently suffering from a double burden of diseases . The
prevalence of NCDs including diabetes is expected to
increase rapidly in the near future 1. There is a lack of
reliable and representative data on the prevalence of diabetes
in Nepal. Various small studies from different parts of the
country carried out on the diverse populations have shown
varying prevalence rates ranging from 6.3 to 8.5%%"1.

It is anticipated that bringing together the currently
available evidence of diabetes in Nepal will improve
statistical power and provide more accurate estimations to
inform policy makers at the local and national level to control
the emerging burden of the disease. Thus, the purpose of this
study is to find out total number of Diabetes Mellitus cases in
BPKIHS from 2012 to 2016 AD and to know the duration for
which cases were admitted and improvement seen in them.
Methodology

This was a hospital based retrospective study conducted
from 26" June to 7" July 2017 to see the number of Diabetes
Mellitus cases in B. P. Koirala Institute of Health Sciences,
Dharan of Nepal. A total of one thousand one hundred
seventy six cases between the ages of 2 to 92 years from
13/09/2012 to 12/09/2016 AD who were admitted to BPKIHS
at different ward because of various clinical presentations.
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It was study in which secondary data was collected from
the Medical Record Section of BPKIHS.

Patients without complete medical records were excluded
from this study. All the patients were recorded in as format
age wise and sex wise. The variables were used in the study
was age, gender, address, patients admitted in different wards
with year, duration of stay in wards and their outcome etc.
The written consent was taken from the Hospital Director of
BPKIHS, Dharan.

The collected data was coded and entered in MS Excel
2007. The analysis was done by using statistical software
SPSS (Statistical Package for Social Science) version 17.
Percentage and proportion was calculated where ever
applicable.

Results

Table 1. Distribution of study population by different

sociodemographic characteristics.

Characteristics Frequency | Percentage
Age in years
Less than 15 years 66 5.6
16-40 Years 186 15.8
41-60 ears 475 40.4
>60 449 38.2
Sex
Male 649 55.2
Female 527 44.8
Address
Morang 188 16.0
Sunsari 507 43.1
Illam 29 25
Dhankuta, 40 3.4
Siraha 35 3.0
Jhapa 142 121
Others (Mahottari, Sarlahi, 235 20.0
Terathum, Panchther, Dang,
Sankhuwasava, India)
Total 1176 100.0
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A study subject consists of 1176 patients which were
admitted in wards of BPKIHS from 2012 to 2016 AD. The
study subjects consist of 55.2% of male and 44.8% of female.
Most of Diabetic patients belongs from Sunsari, Morang and
Jhapa District of Nepal. (Table 1 & 2)
Table 2. Distribution of study population by different
variables

Characteristics Frequency | Percentage
Patient admitted in a year
2012 215 18.3
2013 211 17.9
2014 229 19.5
2015 210 17.9
2016 311 26.4
Admitted in different wards
Pediatrics 69 5.9
Medicine 878 74.7
Surgery 191 16.2
Others (PICU, ICU, CCU) 38 3.2
Duration of stay in wards in days
<5 days 693 58.9
6-10 335 285
11-15 83 7.1
>16 65 55
Outcome
Improved, cured 1122 95.4
Expired 9 0.8
Left against medical advice | 42 3.6
(LAMA)
Referral 3 0.3
Total 1176 100.0

Table 2 shows most of the patients (26.4%) admitted in 2016
AD. Most of the patients were admitted in Medicine ward.
Almost 95.4% of admitted Diabetic cases were improved in
BPKIHS.

Discussion

The global public health focus is gradually concentrating
more on the non-communicable diseases (NCDs), owing to
the progressively increasing trend in the burden of NCDs
worldwide including the developing countries. Among these
NCDs, the silent epidemic of diabetes currently has become
one of the most worrisome public health concerns ©°.
Diabetes Mellitus represents a tremendous issue of global
concern. According to the International Federation of
Diabetes, the prevalence of Diabetes Mellitus has already
reached its epidemic level globally !,

A study conducted by Gyawali B et al in Nepal which
summarized prevalence of diabetes in Nepal for a 14-year
period (2000-2014). Prevalence of diabetes ranged from a
minimum of 1.4% to a maximum of 19.0% and pooled
prevalence of diabetes was 8.4%. Prevalence of diabetes in
urban and rural populations was 8.1% and 1.0%, respectively
[ Few population-based studies conducted in Nepal so far
have reported a high prevalence of diabetes in urban areas
[213] "For instance, in a study by Singh et al. the prevalence of
diabetes in an urban area of Nepal was 14.6% compared to
2.5% in a rural area 2. There is an increasing urbanization in
Nepal ™. The general shift of people from rural to urban
areas for education, employment, and a better life may have
contributed to an increasing burden of diabetes. It is also
possible that people with diabetes may move to urban areas
after diagnosis to be closer to hospitals, perhaps staying with
urban family members.

This increase could be attributed to various lifestyle
changes associated with urbanization and deterioration of the
ecological environment ™. Linking to increase in obesity and

reduction in physical activities in recent years in Nepal, the
prevalence of pre-diabetes 10.3% observed in the study
further highlights a potential indicator of further progression
of the epidemic in the countrP/ unless preventive measures are
introduced at a large scale .

Prevalence based on the most recent national surveys in
neighbouring countries of Nepal that have similar culture and
lifestyle profiles were 8.5% in India, 6.7% in Pakistan, and
8% in Sri Lanka according to International Diabetes
Federation (IDF) estimates 2012 M. wide range of
prevalence rates obtained from a review by Siddiqui and
colleagues, which showed prevalence rates of diabetes
varying between 0.9 and 21.2% in Bangladesh and India,
respectively ™. A Mexican study reported a prevalence of
diabetes ranging from around 3 to 20% ™. Various socio-
economic characteristics and lifestyle behaviours of rural and
urban regions may have attributed to these observed
differences between regions. The reported high prevalence of
diabetes exemplifies the shift from a burden of disease ruled
by mortality from infectious causes to chronic ones ?%.

This study showed the age ranging from 2 to 92 years and
it was more commonly seen in 41-60 years age group
(40.4%) and more than 60 years age group (38.2%). The
global diabetes prevalence in the age group 20-79 years were
estimated to be 6.6% for the year 2010 which translates into
285 million people suffering from diabetes, according to
international diabetes federation diabetes atlas !, Previous
Thai National Health Examination Surveys (NHES) have
shown that the prevalence of diabetes in individuals aged 20

ears and over increased from 7.1% in 2004 to 7.5% in 2009
2223 Regarding the distribution of diabetes we observed that
prevalence increased with age, being highest among subjects
aged >60 P/ears (14.57%) which corroborated with the global
scenario %1 Similar findings were also reported from
studies conducted in Kashmir ! urban slums of northern
India *® and the National Urban Survey in six major Indian
cities ®1. The reasons for increasing prevalence are not
clearly evident but changes in lifestyle and physical inactivity
can be an important contributor 2.

Current Study showed that there were more boys suffering
from diabetes as compared to girls (55.2% vs 44.8%). The
prevalence of diabetes is higher in men than women
worldwide. The diabetes mellitus in urban population in
developing countries is projected to double between 2000 and
2030 . Prevalence was higher among males (7.74 vs 5.14)
compared to females alike other studies in India 5*¥ and
abroad Y. But a study conducted by Zaman FA et al in a
south Indian rural population showed the prevalence of
diabetes was more in women (22.04%) compare to men
(16.06%) in Karnataka people . In SEAR region, the
highest prevalence of diabetes was in Bhutan (12% in males
and 13% in females) and the lowest in Indonesia and
Myanmar (6%-7% in both sexes) P4 There is evidence that
diabetes prevalence is differentially distributed by
socioeconomic status (SES). The association between SES
and prevalence of diabetes varies according to the level of
national economic development. In developing countries,
educational attainment as a proxy for SES has been positively
associated with diabetes whereas this relationship was the
opposite in developed countries. Furthermore, studies have
demonstrated that this relationship is modified by sex 134,

In our study, we have observed that the disease occurs
more in Sunsari district (43.1%) followed by Morang District
(16%). A similar study conducted by Mehta et al also showed
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higher prevalence of diabetes in people staying in Sunsari
district, eastern Nepal ®¥. According to the data of ‘Sunsari
Health Survey’ of the year 1993, the prevalence of diabetes in
Sunsari District, from eastern Nepal, was about 6% .
Mehta et al and Singh et al showed the prevalence of diabetes
in urban area were higher in compare to the rural area 557,
Nepal is a developing country and people are changing their
lifestyle like anything, they like to work by not doing hard
work, this are making people physically inactive which is risk
factor for development of obesity as well as diabetes. The
prevalence of diabetes is increasing day by day in Nepal may
be due to urbanization B>,

We have observed that the 95.4% of diabetes cases
improved and only 0.8% was expired. About 1.1 million
people were estimated to have died due to diabetes in 2005
and almost 80% of diabetes deaths occur in low- and middle-
income countries and mostly people under the age of 70
years; 55% of diabetes deaths are in women . The current
national diabetes prevalence is 8.6% in India, with more than
1 million annual diabetes-related deaths in the 20 to 79 age
group™. Thailand is among the countries in Asia with a high
prevalence of diabetes "%, More than 200,000 deaths
annually among the Thai population are owing to chronic
Non-communicable diseases, and about 30,000 deaths are
owing to diabetes, a leading cause of death in Thailand .
About 9 million adults in 2014 from both developed and
developing countries and across gender, as well as social
class, were reported to be living with DM . It accounted for
about 1.5 million deaths globally in 2012 with more than 80%
of the deaths believed to have occurred in low- and
middle-income countries !,

Despite the amount of very useful statistics we were able
to extract from this study, there did exist some limitations.
First, it’s a retrospective study, we were not able to review
the details about patient’s dictary habit, changes in lifestyle
and physical inactivity. Second, information on different
types of diabetes (type 1 or type 2) was not collected as they
were not available. Third, the study did not take in to account
the issues related to multiple hospital admissions or multiple
diagnosis of a single patient.

Conclusion

The problem of Diabetes Mellitus is common and has
become a key public health concern for all. The trend of
Diabetes Mellitus cases did not consistently showed
increasing or decreasing order in the past five years. Most of
the cases were from Sunsari, Morang and Jhapa District out
of cases reported in BPKIHS from eastern Nepal. Diabetes
Mellitus has affected mostly more than 41 years of age
groups and with male predilection. Around 95.4% of patients
were improved and majority of them were discharged from
medicine wards respectively.
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